Administration (FDA): the Premarket Approval Application and the Premarket Notification, trough the 510k Clearances. The 510k pathway is less stringent, as the new device should have roughly the same characteristics to the "predicate device" that the new one is being compared. As little or no clinical evidence is required prior to market entry, safety concerns were reported for some devices in different areas. The FDA recalls medical devices posing safety risks. Our purpose is to analyze devices cleared by the 510k and FDA's recall database in uro-oncology over the last 4 years.
INTRODUCTION AND OBJECTIVES: Overprescription of narcotics after surgery contributes significantly to the ongoing opioid crisis. Therefore, interventions to minimize the quantity of pills prescribed postoperatively are timely and critical. We assessed perioperative and post-discharge narcotic utilization to identify factors associated with low or no home opiate use.
METHODS: Patients prospectively recorded their home pain pill usage on a pain pill log, including narcotics, acetaminophen, and ibuprofen, following robotic radical prostatectomy (RP) and robotic partial nephrectomy (PN) at 2 academic institutions. At the first postop visit, clinic staff counted remaining narcotic pills to verify reported narcotic utilization. We extracted data on in-hospital pain medication use (measured in morphine equivalents), pain score on POD1, and patient comorbidities from electronic medical records. We applied multivariate logistic and linear regression to identify factors associated with no postoperative pill use and degree of pill use.
RESULTS: A total of 117 RP and 47 PN patients had complete data and were included in the study. Patients were prescribed 5-30 oxycodone pills at time of discharge. For RP patients, 52% of patients took 0 pills after discharge, and 91% took 10 or fewer pills. If 5 pills were prescribed, 82% of patients would not require a narcotic refill postoperatively. Patients using fewer perioperative narcotics and with lower pain scores on day of discharge used fewer pills after discharge. On multivariate analysis controlling for age, chronic pain, and baseline alcohol and drug use, each additional perioperative morphine equivalent use was associated with an OR of 0. CONCLUSIONS: Most patients take few, or zero, prescribed narcotics after robotic urologic surgery. Patients with low postop pain scores, and who take few narcotics while in-hospital, may not need narcotic prescriptions for discharge. Clinicians should utilize these parameters to aid in limiting numbers of prescribed but unused pills.
INTRODUCTION AND OBJECTIVES:
The total time the attending surgeon (AS) is present in the operating room (OR) during a surgical case may impact patient outcomes and overall cost. Current literature supports senior surgical trainees independently performing procedures with equivalent outcomes. The aim of this study is to determine if the time the AS spends in the OR during minimally invasive surgery (MIS) urological procedures correlates with peri-operative outcomes and variable cost.
METHODS: Our prospectively collated institutional review board approved database and the institutional financial accounting system were used to identify all patients undergoing six common MIS urological procedures during the 2016-2017 fiscal year. The time the AS spent in the OR for each case was prospectively collected and converted into the percentage of time from first incision to closure of skin. The patient cohort was divided into two groups based on the median time the AS spent in the OR for each procedure type: the lower group (LG) and the upper group (UG). The primary outcome of interest was operating time (OT) and total variable cost. Secondary outcomes included length of stay (LOS), estimated blood loss (EBL) and prostatectomy T2 positive surgical margins (PSMs).
RESULTS: A total of 804 MIS procedures were identified. Overall, the median percentage time the AS was present in the OR was 77% (Table 1 ). The ASA, variable cost ($12,382 v $12,431, p[0.97) , EBL (100 v 150 mL, p[0.16) and ICU stay (0.3 v 0.2 days, p[0.32) did not differ between UG and LG respectively. The UG was associatedINTRODUCTION AND OBJECTIVES: Urinary retention is a significant adverse event after surgery which predisposes patients to increased hospital stay and avoidable returns to the Emergency Department. Though risk factors of urinary retention have been previously described, tools to accurately predict risk for POUR do not currently exist. We aimed to devise an accurate predictive score for POUR.
METHODS: A single center, retrospective study of patients undergoing ventral, umbilical, or inguinal hernia repair between 01/2017 and 12/2017 was performed. POUR was defined as inability to void post-operatively with bladder scan or catheterized volume >400 ml. Possible POUR risk factors included demographics, body mass index (BMI), social history, past medical history, home medication history, surgery time, and volume of fluids administered during surgery. Simple and multiple logistic regressions were performed to identify associated risk factors. AIC (Akaike Information Criterion) was used to select the best model. Area under Receiver Operating Characteristic curve (AUC) was used to evaluate model's predictive properties. Analyses were performed using SAS version 9.4 (SAS Institute), and level of significance was considered at P < 0.05.
RESULTS: A total of 244 patients were included in the study. In unadjusted analyses, POUR was significantly associated with beta blocker use (OR 0.2, p[0.02), decreased BMI (OR 0.9, p<0.01), diabetes mellitus (OR 4.1, p[0.02), congestive heart failure (OR 9.5, p[0.04), and surgery length >2 hours (OR[2.9, p[0.01). Surprisingly, neither benign prostate hyperplasia (OR 1.4, p[0.6) nor male gender (OR 2.1, p[0.2) were associated with POUR risk. The final parsimonious model with the smallest AIC was used to generate a POUR risk score [ 13*(if surgery > 2Hrs) þ 20*(if CHF) þ 13*(if DM) -BMI -15*(if taking beta blockers). The model shows 81% AUC. A 1 unit increase in score value is associated with a 10% increase of POUR odds. Using a cutoff score of -15, patients with a POUR score greater than -15 were most likely to develop POUR. The sensitivity and specificity of the devised model were 71% and 79%, respectively. CONCLUSIONS: A model was devised showing surgery length, congestive heart failure, diabetes, low BMI and beta blocker use predicted POUR risk. The simplistic tool could be utilized to aid in care protocols for patients with higher risk for POUR. A validation cohort to test accuracy will help further validate the potential accuracy and impact of these findings.
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MP10-05 HEALTH LITERACY AS AN INDICATOR OF OPIATE USE AND DISPOSAL PRACTICES IN UROLOGIC PATIENTS
Jackson Cabo*, Jeremiah Dallmer, Ryan Hsi, Kelvin Moses, Kristen Scarpato, Nashville, TN INTRODUCTION AND OBJECTIVES: Many urologic conditions are chronic, and leftover opiates are often kept due to concern for recurrent disease-specific pain. Opiates leftover from surgery are an important source for opiate misuse, which is the focus of many quality improvement initiatives. Health literacy, defined as the ability to obtain, comprehend, and act on medical information, may have a significant impact on the efficacy of quality improvement initiatives and is an independent predictor of health outcomes in patients with chronic conditions. We therefore sought to determine whether health literacy is associated with opiate-keeping behavior.
METHODS: We previously assessed opiate-keeping behavior before and after the implementation of an educational tool detailing FDA-approved methods of opiate disposal in 127 urologic patients. In these patients, we retrospectively obtained Basic Health Literacy Screen (BHLS) scores from the EMR, which is collected from all patients admitted to our institution since November 2010 and was available for 68 patients. BHLS score was categorized as either low (3-12) or high (13-15). We then assessed BHLS scores according to opiate keeping behavior, amount of opiate medication used, and safe disposal practices. Opiate keeping, assessed on telephone interview, was defined as having any leftover medication beyond the immediate postoperative period (>3 weeks after surgery or >4x the duration of the initial post-operative prescription, whichever was longer). Significant associations were determined with Fisher's exact or Wilcoxon rank sum tests.
RESULTS: The average BHLS score among opiate keepers vs non-keepers was 13. 1 and 12.3, respectively (p[0.37) . Patients who completed their entire prescribed opiate course had lower average BHLS scores than those who did not (11.00 vs 13.2; p[0.04). Patients with low BHLS scores were less likely to have leftover medication than those with high scores, though this difference was not statistically significant (64% vs 87%; p[0.11). Patients who properly disposed of leftover opiates had a higher average BHLS score than those who did not, though this difference was not statistically significant (13.6 vs 12.8; p[0.54) .
CONCLUSIONS: Patients with lower health-literacy scores were more likely to finish their entire opiate prescription and did not tend to properly dispose of leftover opiates. These data highlight health literacy as a potential indicator for an area of intervention to improve proper opiate disposal with the overarching aim to reduce opiate-keeping behavior. 
INTRODUCTION AND OBJECTIVES: Enhanced Recovery
After Surgery (ERAS) protocols have mostly eliminated direct postoperative ICU admission following radical cystectomy (RC) for bladder cancer. However, high-grade complications may require transfers from non-ICU to ICU level of care and these transfers are not well studied. We report variables associated with ICU admission during index hospitalization after RC with ERAS protocol, as well as corresponding outcomes.
